
Affidavit attd Authorlzatlolr for Release,of lnformatlon: You must attach a recenl (less than 6 rnonths old)pasriDorl quality, (:olor pholograph of yourself 1o (his form, 
.lake 

tf,, foirn io a notary public and sign lh6 fonn inthe presence of tlte notary puotic. rne notarized forrn !lren must he sertt cJlrecily to ihis Board.

Affidovtt
And

, Aufllorization For Release of tnfbrmation

l' llre urtciersignod, being duly sv/orn, herelly cortify unclcr oa(h ilrnl I arrr tlrn perso' tlsnod (n this applica'on,tl';ttt s{l siatenletrts I l'rave macie or shail lTlake with respsct lhereto ale hue. lirat I an the orighrn} lnd lawful pos.sossor of attd person trantecl in llre varlous fornrs ancl crec,entiills furnished or l0 be furnishoi wifr respecl to myappltcaiion ancl lhal nll documen{s, forms or copies tlrereof lurrriphod or ro u. furnisho<J wlth respect to nry appll.cation are slriclly lrue in every aspect,

I acknow{r-'dge lhst I have read and understand the Application for Physician Lrceqsure Bnd have arrswered allqLreslionu cor'ltained in th.e application truthrully and coinplotely I firrther acknowlacige rhat iallure on my part toallsvrer qtiestions truthfullv and completoly ntay lead to my beinc prosecuied under-appropriare iederal ar\d strlelals. -- 'i' t- ---'-:

I authotlze al'rd request svery persot], hosptlat, clinic, govornrnenl ugenoy (local, slu{e, {oderal or loroign), cou(asr'oci;rtiun, lnstitrttictt r:,rr lo',v entorciernent agency having custody oi contrc,t of any ilocr"rpenis, r,ecords and
othelr inforr)r^tion periaining lo me lo furnislr io the Boarj any such inicinrration, inluoing tjocuments, recnrdsregatding charges or complaints f;led against me, formal or informal, pencling or olosed,;r uny olher porlinent
data and lo pelmit tho $oard or any of its agents or representatives to inspec{ anc1 rnake r;oDies of such cJocu.
meilts, reco|ds, arr<J otl",er inforrnaiion in connerction with this applibation.

i herehy releese, dischatge and exonerate the lJoarcl, its agents or represenlallvns and any person, hospltal,
clinic. governmen( agency (loca(, state, federal or foreign), touri, association, institution or law enforcomeni
allncy having custody or contrctl oi any doeurnents, records ancJ oiher infornration pertaining to me o( any and
all llilbillty of.overy nalure and kind arising oir{ of lnvesfig ailon made by fhe goard,

l.will intt'nr-rdiately notily fhe. board in writing o{ any changes,to the answers to any of lhe ques{ione confained in
tltis applic;;rtion lf strch a drange occurs at any time prioito a licenss to practiceinedicinebeino.grnntod to me
by lhe bcreuU.

I understand my failure to answer qrrestions contained in lhis applloation truthfully and compietely may lead to
denial, revoca{ion, or other ciisciplinary sanc(ion of my license cirpernrit to practico mr:dicine,

_;-'"li _ :. 
-_- 

_-*-..--
Apprica{tt'$ (jignaiure (must be signed in the pres ence of o notBry)

Aijtfidaiiit {.iffid1.rsaiitme --"'*-
,AP cl lnitial, and sufiix (e.9,, Jr.)

f)ate ot Signarture

AI'plicsnl Anotcjgreph

Sscurely tape ot €tq€
in lhis squattt o Cur.

rcnl ironFvis,ir ?' r 2'
pbssporl-type colbr
phq(ogcph o( youl,
sell.

I,{OTA.RY

Qinno,iDarteci

SUBSCRIBED AND SWORN TO beloro me rhis__ day of,

M;r cornrnissiorr expires
20__

(N0'rARY Ptirrt.rc liloN^TLrRE & SEAL)

/\pplrcant Name; Date



EMPLOYMENT CONTRACT FORM

, an applicant for
(Applicant's Name)

Certification as a Anesthesiologist Assistant, am employed by

(Employer's Name)

for the period beginning
(Month/DayA/ear)

Termination of my contract will cause my Certification to become null and void

Sig natu re of Anesthesiolog ist Assistant (Date)

Signature of Supervising Anesthesiologist (Date)

Print Name of Anesthesiologist

NOTE: A contract from each separate employer is required



STATE OF YERMONT - BOARD OF MEDICAL PRACTICE
I08 CHERRY STREET

BURLINGTON, VT 05401
(802) 6s7-4220

APPLICATION BY PROPOSED PRIMARY SUPORVISING ANESTHESIOLOGIST

Please print. Incomplete applicaiions will be returned, Attach additional sheets as needed

Name of Supervisor; __
(Last) (First) (Middle)

Address where AA will be supervisedt

(Offibe Name)

(Street)

(City/State, Zip Code)

Vermonl Physician License #:

Hospital(s) where you have privileges:

Hospital(s)

(Telephone Number)

Location Specialty

What anangements have you made for supervision when you are not available;

List the names and acldresses of all anesthesiologist assistants you cunently supervise;

CIiRTIFICATE OF PROPOSED PRIMARY SUPERVISING ANESTHESIOLOGIST

I hereby certiff that, in accordance with26 VSA, chapter 29, I shallbe legally responsible for allprofessional.activities

of (narne of Ai)
protocol outlining the scope of t;tice, attrchrd 6 ihis application, does not ttcttd the normal limits of my practice' I

iurther certifl thit notice will be posted that an anesthesiologist assistant is used, in accordance with 26 VSA, Chapter

29, Section 1657, I also affirm ilrat t have read and willabiJ'e by all provisions of 26 VSA, chapter 29, of the Statutes of

the Vermont Boald of MedicalPractice.

I further certity that I havc rcad the statutes and Board rules goveming anesthesiologist assistants-

(Date) Signature of PrimarY SuPerv

(Date) Signature of AA Applicant

Note; An AA who prescribes controlled clrugs must obtain an lD number from DEA.

AA's DBA Nuntber

is ing Anesthesiologist



STATI OF VERMONT. BOARD OT MEDICAL PRACTICE
I08 CHERRY STREET

BURLINGTOT){, VT 05401

$aD 657-422A

APPLICATION BY PROPOSED SECONDARY SUPERVISING ANESTHESIOLOGIST

Please print. Incomplete applications will be returned, Attach additional sheets as needed,

Name of Sullc I'VlS(lt'

(Last)

Address where AA will be supervised:

(First) (Middle)

(Office Name)

(Street)

. (CitylState, Zip Code)

Vermont License #:

Hospital(s) where you have privileges;

I{ospital(s) Location

(Telephone Number)

Specialty

List all the names and addresses of anesthesiologist assistants you currently supervise;

CERTIFICATE ON PROPOSED SECONDARY SUPERVISING ANESTHESIOLOGIST

I hereby cer.tlly tlrat, in accorclsnce with 26 VSA, Chapter 29, I shnll be legally rrsportsible for nll professional activities

of (name of AA) AA lvhilo I am supervising hinrlhpr, I iirrther cortity that the

protocol outlining scope ofpraotice, attached to this application, does not excesd the normal lirnits of nrY practice

and tha{ in acsordanc.e with 26 VSA, Chapter 29, Seolion 1657, I also affir:rn that I have leod and wlll abide by all

provisions of 26 VSA, Chapter 29,of the Statutes of the Vermont Board of MedicalPractice,

I fufiher ccrtify that I havo rend the statutes and Board rules govcrning anesthesiologist assistants.

i S igr atute 
"f 

P'?pos ed $eton-aaty S upervl t n g nneJthes io I o g i st)(Date)



Protocol require ments for Anesthesiologist Assistants

ln order to practice, a certified Anesthesiologist assistant shall have completed a protocol with a Vermont
licensed Anesthesiologist signed by both the anesthesiologist assistant and the supervising
anesthesiologist. The originalshall be filed with the board and copies shall be kept on file at each of the
anesthesiologist assistant's practice sites, All applicants and certificatees shall demonstrate that the
requirements for centification are met,

The Protocol document shall be signed by the primary supervising anesthesiologist and the AA, and shall
cover at least the following:

. Narrative: A description of the practice settin& patient population common to the practice and a

general overview of the role of the anesthesiologist assistant in that practice.

r A detailed description of the manher in which on-site and off-site Anesthesiologist supervision
and communication wili occur;

o A detailed description of the manner in which secondary supervising anesthesiologists will be

utilized, and the means by which communication with them will be managed; '

r A detailed description of the manner in which emergency conditions will be handled in the

absence of an on-site anesthesiologist, including
r Plans for irnmediate care,

. Means of accessing emergency transport;

' A detailed description of the physician's supervision plan for the AA's praclice; and

A detailed description of the physician's plan for retrospective review of M charts which must at

least include the following:

r The frequency with which these reviews will be conducted;

. The minimum number or percentage of charts that will be reviewed;

. The method by which charts will be selected for review; and

r The methods by which the review will be documented;

Sites of Practice; Name, physical address and type of facility fbr each practice site,

)

I

a Duties: A list of the tasks and duties delegated to the AA, which shall include only activities within
the supervising anesthesiologists' scope of practice, The supervising anesthesiologist rnay only

delegate those tasl<s for which the anesthesiologist assistant is qualified by education, training and

experience to perform,
Authorization To Prescribe. An AA may prescribe only those drugs that are within the scope of
practice of both the AA and the primary supervising anestlesiologist as documented in the

protocol, If aulhorized to prescribe prescription drugs and/or devices, the protocol must address

all of the following (if applicable): 27,3,5.lWhether the AA is authorized to prescribe controlled

substances;

o The M's DEA number; and

. The specific schedules authorized,

a



STATE OF VEI1[4ONT - BOARD OF MEDICAL PR.ACTICE
108 CHERNY STREET

BURLtNcTON, vERMONT 0$401
(802) 657,4220

ANgSTHESIOLOGIST ASSISTANT

VERIFICATION OF LICENSURE OR CERTIF|CATION,

"lhls seclion tnust be completsd by.the regularory autirority in u]e statos in which you now hotdor have ever holcl a lieonse orceiliticalio-n to prictice os i n.taclicaiiiacgtioner,

, on b€.half of the

State Board bf

to praciice as an

on tlre

(orTifrilauifrom'-4.- ' certlfY that

was grantod cerilficate/License Nunber

ln the State ol

day of

(Authorizeci Representative)

and that said certificate or license has never boen ro.voked, suspended or condiflonecJ in any way,or tlie certificate holder or licensee has,never beon disciplined by ttris authority in any way, '

(AFFtX SFAL)



STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
108 CHERRY STREET

BURLINGTON, VERMONT 05401
(8021 657- 4220

CERTIFICATE OF ANESTHESIOLOGIST ASSISTANT EDUCATION

I hereby certify that, was admitted to the
(Name)

Program in

Anesthesiolog ist Assistant

on
(City and State)

and completed all requirements for graduation on

A

(Date)

(Date)

was granted on
(Specify certificate/d iploma/deg ree)

ls this program CAHEA or successor agency approved?

Date

Signed
(Authorized Officer of the School)

Yes

(Date)

No

(AFFTX SEAL)

TO PROGRAM: Return to above address



Reference Form #1 Return Directly to the Board

STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
108 CHERRY STREET

BURLINGTON, VERMONT 05401
(8021 657- 4220

Name of applicant:
The person named above has applied to the Vermont Board of Medical Practice for a certification to
practice as an anesthesiologist assistant in Vermont. The applicant has listed your name as one
who has requisite knowledge through recent observation of the applicant's current clinical
competence, ethical character, and ability to work.cooperatively with others. ln this regard, please
complete the following reference form. Thank you for your cooperation.

Please complete all parts of this form. lf more room is needed, please attach additional information.

Name was at

from to During that time, he/she

was (list status in the institution)

IMPORTANT NOTE: lf you rate the applicant "poor" or "fair" in a particular category, please
elaborate on this aspect of the reference in as much detailas possible.

The basic medical
knowledge to be
expected in a AA:

Professional judgement:

Sense of responsibility

Willingness to accept
directions and limitations
in role:

History & physical exam

Record keeping

AA-Patient relationship

Poor

Poor

Poor

Poor

Poor

Poor

Poor

Poor

Fair

Fair

Fair

Fair Average Above Average

Moral character/ethical
conduct:

Competence and skills
in the tasks delegated:

Cooperativeness ability _ Poor
to work with others:

Poor _ Fair Average Above Average

Fair Average Above Average

Poor Fair Average Above Avera-ge

Average

Average

Average

Average

Average

Average

Average

Above Average

Above Average

Above Average

Above Average

Above Average

Above Average

Fair

Fair

Fair

FairTrack record in adhering
to scope of practice:

Ability to communicate in 

- 

Poor 

- 

Fair Average Above Average
reading, writing and
speaking the English
language:



Reference Form #1
Continued

Return Directly to the Board

STATE OF VERMONT. BOARD OF MEDICAL PRACTICE
108 CHERRY STREET

BURL!NGTON, VERMONT 05401
(8021 657- 4220

REFERENCE FORM TO BE COMPLETED BY PHYSICIAN WORKED WITH MOST RECENTLY
PAGE TWO OF TWO

Name of applicant:

To the best of your knowledge, does/did the applicant carry out the duties and
responsibilities of the position at your institution in a satisfactory manner?

Do you know of any emotional disturbance, mental illness, organic illness, alcohol or
drug problem, which might impair the applicant's ability to practice as a
anesthesiolog ist assistant?

Do you know of any pending professional misconduct proceedings or medical
malpractice claims?

Do you know if the applicant has been a defendant in any criminal proceeding other than
minor traffic offenses?

Do you know of any suspension, restriction or termination of training or professional
privileges for reasons related to mental or physical impairment, incompetence,
misconduct or malpractice?

Do you know of any resignation or withdrawal from training or of professional privileges
to avoid imposition of disciplinary measures?

Do you know of any confirmed quality concern (quality of hospital care provided to
Medicare patients) by the Peer Review Organization (PRO) in Vermont or elsewhere?

Do you know of a failure of the applicant to complete a training program(s)?

Yes No

Yes

Yes

No

Yes

-No
Yes No

Yes No

Yes No

Yes No

No

ln addition to the information provided on the previous page, please use the space below and the
reverse side for elaboration on the above and any additional information you have available to aid
the Board in evaluating this applicant. Of particular value to us in evaluating any applicant are
comments regarding his/her notable strengths and/or weaknesses. We would appreciate such
comments from you. Any additional information should be attached to this form.

The above report is based on:

Close personal observation
General impression
A composite of previous evaluations
Other - Specify:

I further certify that at the time of completion of the above training, or during my association with
the anesthesiologist assistant,.he/she was competent to practice as an anesthesiologist assistant
and he/she was not the subject of any disciplinary action.

lrecommend for certification in Vermont.

Signed

Print or Type Name and Title:

Date



Reference Form#2 Return Directly to the Board

STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
108 CHERRY STREET

BURLINGTON, VERMONT 05401
(8021 657- 4220

Name of applicant:
The person named above has applied to the Vermont Board of Medical Practice for a certification to
practice as an anesthesiologist assistant in Vermont. The applicant has listed your name as one
who has requisite knowledge through recent observation of the applicant's current clinical
competence, ethical character, and ability to work cooperatively with others. ln this regard, please
complete the following reference form. Thank you for your cooperation.

Please complete all parts of this form. lf more room is needed, please attach additional information.

Name was at

from to During that time, he/she

was (list status in the institution)

iUpOnfnNT NOTE: lf you rate the applicant "poor" or "fair" in a particular category, please
elaborate on this aspect of the reference in as much detail as possible.

The basic medical
knowledge to be
expected in a AA:

Poor _ Fair Average

Moral character/ethical
conduct:

Competence and skills _ Poor _ Fair Average Above Average
in the tasks delegated:

Fair Average Above Average

Professional judgement

Sense of responsibility

Cooperativeness ability
to work with others:

Willingness to accept
directions and limitations
in role:

History & physical exam

Record keeping

M-Patient relationship

Poor

Poor

Poor

Poor

Poor

Poor

Poor

Fair

Fair

Fair

Average

Average

Average

Average

Average

Average

Above Average

Above Average

Above Average

Above Average

Above Average

Above Average

Above Average

Poor

_ Poor Fair Average Above Average

Fair

Fair

:.
I-atr

FairTrack record in adhering
to scope of practice:

Ability to communicate in _ Poor
reading, writing and
speaking the English
language:

Fair Average Above Average



Reference Form#2
Continued

Return Directly to the Board

STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
108 CHERRY STREET

BURLINGTON, VERMONT 05401
(8021 657- 4220

REFERENCE FORM TO BE COMPLETED BY PHYSICIAN WORKED WITH MOST RECENTLY
PAGE TWO OF TWO

Name of applicant:

To the best of your knowledge, does/did the applicant carry out the duties and
responsibilities of the position at your institution in a satisfactory manner?

Do you know of any emotional disturbance, mental illness, organic illness, alcohol or
drug problem, which might impair the applicant's ability to practice as a
anesthesiolog ist assistant?

Do you know of any pending professional misconduct proceedings or medical
malpractice claims?

Do you know if the applicant has been a defendant in any criminal proceeding other than
minor traffic offenses?

Do you know of any suspension, restriction or termination of training or professional
privileges for reasons related to mental or physical impairment, incompetence,
misconduct or malpractice?

Do you know of any resignation or withdrawal from training or of professional privileges
to avoid imposition of disciplinary measures?

Do you know of any confirmed quality concern (quality of hospital care provided to
Medicare patients) by the Peer Review Organization (PRO) in Vermont or elsewhere?

Do you know of a failure of the applicant to oomplete a training program(s)?

Yes

-No
Yes No

Yes No

Yes No

Yes No

Yes No

Yes

-No
Yes No

ln addition to the information provided on the previous page, please use the space below and the
reverse side for elaboration on the above and any additional information you have available to aid
the Board in evaluating this applicani. Of particular value to us in evaluating any applicant are
comments regarding his/her notable strengths and/or weaknesses. We would appreciate such
comments from you. Any additional information should be attached to this form.

The above report is based on

Close personal observation
General impression
A composite of previous evaluations
Other - Specify

I further certify that at the time of completion of the above training, or during my association with
the anesthesiologist assistant, he/she was competent to practice as an anesthesiologist assistant
and he/she was not the subject of any disciplinary action.

I recommend for certification in Vermont.

Signed:

Print or Type Name and Title:

Date


